This paper provides a summary of discussions at this meeting and aims to update our understanding of PTSD following childbirth and recommendations for research.
The paper is in two sections. The first considers how research has developed in the areas originally considered in 2006. The second considers emerging areas for research identified as: (1) staff and pathways; (2) prevention and early intervention; (3) impact on families and children; (4) special populations; and (5) post-traumatic growth. As in the previous paper, discussions were based on the knowledge of individuals attending, and the multidisciplinary nature of the group means a variety of views were represented. This paper is not a systematic review but represents the discussions on the day, and an overview of issues raised by participants.
A number of themes arose in most discussions. It was acknowledged that childbirth, when experienced as traumatic, may differ from other potentially traumatic events due to its socially positive connotations, the need to consider at least two individuals at all times (mother and baby), the liminal natural of pregnancy and birth, that the event takes place within the context of formal care, and the potential issues for the mother of caring for a baby who may be a reminder of the trauma. This has implications for labelling, measurement, comparability with other populations with PTSD, and applicability of PTSD research into the context of traumatic birth. Another issue commonly arising was whether traumatic experiences of childbirth should be conceptualised as a diagnostic category or a continuum of distress. These issues are considered further in the sections on conceptual issues and theory. and methodological issues to be considered. The prevalence of PTSD following childbirth has been widely examined and meta-analyses of this research suggest it is 3.1% in all postnatal women and 15.7% in high risk groups (Grekin & O'Hara, 2014) .
Since 2006, there has been an increase in research examining prevalence in other groups, such as fathers, specific populations (such as those experiencing stillbirth), and staff, all of which provide some evidence that PTSD following childbirth (PTSD FC) can occur within these groups. Because of the relatively smaller numbers of studies that focus on these groups, reported prevalence rates vary and more research is needed. The implications of the new diagnostic criteria in the Diagnostic and Statistical Manual of Mental Disorders (DSM-5, APA, 2013) are unknown at present as all published research thus far has been conducted using DSM-IV criteria.
The natural course of PTSD FC is still poorly understood, and research needs to chart incidence, severity, duration and recovery phases utilising longitudinal methods. Comorbidity with depression is known to be high, with reported rates from 20-75% (Stramrood et al., 2011; White, Matthey, Boyd & Barnett, 2006) . However, comorbidity with other mental health problems is unknown. Differentiating between PTSD FC and postnatal depression (PND) is not straightforward as several symptoms overlap.
Methodological issues in this area remain largely unchanged. Robust measures are needed, adapted to the perinatal period, to ensure that women are being appropriately identified as having PTSD FC. Research using clinical interviews remains rare and usually reports lower prevalence rates (Grekin & O'Hara, 2014 ).
There are very few studies looking at long-term outcomes after the first year.
Screening and Treatment
The 2008 paper considered screening, treatment and impact of PSTD on women and their families. Many of the issues outlined in 2008 remain. Screening for PTSD FC is not common in maternity care, and the disorder remains largely unrecognised outside specialist perinatal and/or maternity services. Research is needed to examine the context and process of screening as well as identifying appropriate tools. For example there are questions around when screening should take place, by The process of screening can raise anxiety and hence it is important to administer screening in an appropriate manner, and ensure that referral routes exist. The course and onset of comorbid PTSD and depression is also unclear, although clinicians in the group suggested PND is usually secondary to PTSD FC. It is also important to consider symptom overlap with comorbid mental health issues, such as depression or generalised anxiety, and how best to assess for these.
Since 2008, a few studies have looked at interventions for women with PTSD FC.
These predominantly comprise case studies but suggest that PTSD treatments such as CBT and EMDR are effective (Ayers, McKenzie-McHarg & Eagle, 2007; Sandstrom, Wiberg, Wikman, Willman & Hogberg, 2008; Stramrood et al, 2012) .
The role of charities, service user groups and advocacy groups has gained prominence in supporting the development of quality services providing input to women and their families. For example, in the UK, the Maternal Mental Health Alliance was set up as an umbrella advocacy group for organisations working within the perinatal period. Their campaign for improved recognition and services was launched in 2014 (see www.everyonesbusiness.org.uk). Internationally, there are calls for maternal mental health to be fully integrated into maternity care (Rahman et al., 2013) . These and other initiatives provide an opportunity for PTSD FC to be appropriately recognised.
Diagnostic and Conceptual Issues
The 2008 paper considered whether PTSD FC is the same as PTSD following other events, and whether focus should be broadened to include other forms of distress.
Diagnostic issues remain paramount. To date, all published research utilises DSM-IV criteria, which included somatic symptoms common in the postnatal population such as 'difficulty falling or staying asleep', 'difficulty concentrating' and 'hypervigilance'.
This has issues for how we conceptualise, diagnose and screen for postnatal PTSD.
DSM-5 has changed how PTSD is classified and it is now a 'trauma and stressorrelated disorder' rather than an anxiety disorder. Event criteria have changed, processes (Brewin, 2001; Ehlers & Clark, 2000) , and negative social phenomena (Charuvastra & Cloitre, 2008) . Ehlers & Clark's (2000) theory proposes that PTSD occurs if individuals process the event or its sequelae in a way which produces a sense of current threat, with negative thoughts and cognitions about the event, and a disturbance or block in memory processing (Ehlers & Clark, 2000) . This model has been applied to PTSD FC and found to be a good predictor of PTSD FC symptoms (Ford, Ayers & Bradley, 2010; Vossbeck-Elsebusch, Freisfeld & Ehring, 2014) . Lazarus and Folkman (1984) , who emphasised the importance of appraisal in stress responses. Stress arises when events are appraised as high threat and coping ability is perceived to be low. Diathesis-stress frameworks account for the interaction between individual vulnerability and events to determine outcome. Specific conceptual frameworks using stress theories for perinatal populations have been proposed. Ayers (Ayers, 2004;  Ayers & Ford, in press) used a diathesis-stress framework to propose a model of vulnerability and risk factors for PTSD following childbirth, and to summarise factors that might be involved in the aetiology of the condition. Slade (2006) provided a detailed conceptual framework which includes predisposing, precipitating, and maintaining factors which relate to internal, external and interactional influences.
Whilst the application of theory is increasing, there is still much to be done to evaluate theoretical frameworks for PTSD FC. Greater application and testing of existing PTSD theories to PTSD FC is needed, including exploration of proposed mediating factors, such as memory processes involved in trauma memories, and how they differ in women with and without PTSD following birth. Research is also needed to extend the theories applied to childbirth. Theories thus far are mainly psychological; however social theories and those from other disciplines may also be relevant. For example, liminality theories, which understand birth as a rite of passage (Kenworthy Teather, 2005; Parratt, 2008) may provide a different perspective.
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Preterm Birth
Preterm birth (prior to 37 weeks gestation) is the most important determinant of adverse outcome in terms of survival, quality of life, psychosocial and emotional impact on the family and costs for health services. In Europe the preterm birth rate for live births ranges from approximately 5% to 11% (Zeitlin et al., 2013) . PTSD and depression in pregnancy are also associated with an increased risk of preterm birth (Yonkers, Smith, Forray, Epperson, Costello, Lin & Belanger, 2014) .
Preterm birth and hospitalisation of the baby can be a distressing time for parents.
Research on psychological adjustment following preterm birth has focused on depression and anxiety. Fewer studies have explored maternal trauma reactions.
Studies report high and persistent rates of PTSD (Elkit, Hartvig, & Christiansen, 2007; Forcada-Guex, Borghini, Pierrehumbert, Anserment, & Muller-Nix, 2011; Jotzo & Poets, 2005; Misund, Nerdrum, Bratten, Pipp, & Diseth, 2013) . Associations between PTSD symptoms, a poor mother-infant relationship, and adverse infant outcomes have also been reported (Feeley et al., 2011; Forcada-Guex et al., 2011; Pierrehumbert, Nicole, Muller-Nix, Forcada-Guex & Anserment, 2003) . More studies are needed to identify risk factors for traumatic stress responses following preterm birth. Current research suggests a higher level of prematurity, low social support, dysfunctional coping, preeclampsia, bleeding in pregnancy, and intraventricular hemorrhage in babies associated with higher levels of PTSD symptoms (Misund et al., 2013; Shaw, Bernard, Storfer-Isser, Rhine, & Horwitz, 2013; Suttora, Spinelli, & Monzani, 2014 ). There is a higher incidence of preterm birth in certain ethnic groups and in women from very deprived areas (Aveyard, Cheng, Manaseki, & Gardosi, 2002; Smith, Draper, Manktelow, Dorling & Field, 2007) . However, most research exploring PTSD has been conducted with White, married, highly educated mothers and research is needed with more diverse groups.
Finally, guidelines for screening for trauma symptoms in mothers of preterm infants are absent. As there are currently no clear maternal or infant predictors, one option is to screen all mothers of preterm infants (Shaw et al., 2014) .
Post-Traumatic Growth
Research on psychological adjustment following childbirth has predominantly focused on negative outcomes, and positive outcomes have been relatively ignored.
A positive outcome that may be particularly relevant to birth is personal growth.
Growth is defined as positive change resulting from struggle with challenging events (Tedeschi & Calhoun, 1996) and has been variously conceptualised as 'benefitfinding', 'thriving' and 'posttraumatic growth' (PTG). 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 (Roepke, 2014) . However, before growth can be recommended as a viable therapeutic option for women with PTSD FC more prospective and longitudinal studies are needed to understand the relationship between growth and distress.
Summary
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